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An Abbreviated survey was initisted on 031311 This Plgm_af(_‘arrmwn i the centinr’s eredibie-
and concluded on 03/16/11. ARO #KY : allegaiton ef complianse
00018620, KY00013851 » KY0001 8608, FPreparation and/or exgcution of this plan af vorreatic u .
KYOD018810, KY00018811, KY00015612, d Sttt admission. vent by the
KY00018508 and KY00018023 were provider of the inith af the fawss wioted or cometesions
unsubatentiateg wlﬂ\put deﬂclaney. ARO sl forth m the statement of deficiercigs. The pioy of
ETEFL prcpared wind oF execnted sofel: heca
V00018826, KYGOD18606, KYGD016957 and T e et
deficlancy, ARO #KY00015868 and KYO0015868 :
were substantiated with deficiencles cited. F282
F 2821 483.20(K)(3)(il) SERVICES BY QUALIFIED F 282 .
88=0 pgﬂséﬁgpl{g?g CARE PLAN Resident #4 was placed back in the| 4/16/11

_ bed on 12/8110, without injury.
The services provided or arranged by the facility

must be provided by qualified parsons in All Certified Nursing Assistant (CNA)
accordance with each resident's written plan of assignment sheets were reviewed 1o

care. " ensure all residents care plan

interventions, as appropriate, to

This REQUIREMENT I8 not met as evideniced include, but not limited to bed
by: _ mobliity, were included on the CNA
Based on Interview and record review it was Assignment Sheet and ware
git::mined “;gefgﬂ?éag:dm”fgfm ?;;’ of accurate. This review was completeld
sm;’n’”ﬁ‘“g;"mmm residents (Resident #4). by the Unit Managers (UM) on 3-19
Resident #4 required the assistance of two (2) M. |
staff maembars for tolieting assistance and bed ,
mobijity. Resident #4 was rolied out of the bad All nursing staff were educated by
and onto the floor whila being assisted by only SDC/DNS on following the residents
one {1) staff member after an episode of o signment Sheet for all care
incontinence. [ Eq T'r,.‘-p; jions, to include, but nat
- , 14 imited to bed mobility. Education
The findings include: APR 1uBs Hpidtdd by 4/15/11. Any sta

Record review revealed Resident #4 was i g having not Bffended the inservice wil
admitted to the Tacilily with diagnoses which BYi:zeoms .e,,inQLi!@.éllOd to work until received.
included Carebrovascular Accldent {CVA), _

| ABORATORY DIREGTORS DR PROVDERIBUE

Degenarative Joint Disesse and Stage 1 kidney

: RATVRE YITLE (%6) DATE

yana LD Yy

¢ Rar’t ad '~ - .
Any deficiency staisment ending ,:f“ RD asteriak () denoies a deficiency which the institution may be excused from correating providing it Is dstermined Ihat
oliver safeguards provide sufficient protection to the patients. (See insirections.) Except for iminking homes, the findings stated abovs ane 490 days
foliowing the dete of survey whather or not & plen of conection is provided. For nursing homas, the above findings and o‘f,ms of cormatiion are disclosable 14
daya fofiowing the ;:a;e theao documents are maves avalisb]e to the faclity. If deficlancien #ve cited, an spproved plan of surection le recuilsls lo continued
peograms perticipation.
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F 282 | Continued From page 1 F 282
disease. Review of the Minimum Data Sat (MDS) ) , , )
dated 041051 -;. revealed the resident mquim_d l’hrsPifm of Corrw_(lan 11 the venter’s credible
the sssistance of twa (2) staft members for bed allegation of compliance.
mobiity. ' Preparation undlor execuiion of this plan of correction
: daes not constitisie admission ar agreament by the
Review of the olinical record revealed, the care provider of the trith of the facts alleged or concinsions
plan dated 01790/11, stated the rusident required ot fortls ar thet statement of deficiencres. The plan of
the dssistance of two (2) staff members for t:m m‘ﬂw{ L‘ivl;;'?}rfimt:m] .tu'cx?;"rr;cdr.;uk-’l}‘ :f;vfr:n;s -
tOElallhg ﬂ&&da aﬂd bﬂd rnob"“y ' W3 et SV e pravisions of federal and state ol
Interview with Certified Nursing Asslstant {CNA) UM/MWeekend Supervisor (WS) will
#4 on 03/13/11 at 3:45 PM, revealed she was in conduct direct observations of 3 staff
Resident #4's room and assisted GNA #5 to tum per week and compare 1o the CNA
the resident onto histher side. CNA #4 furthar Assignment Sheet to validate
revealed she left the room to got clean linens implementation of ¢are plan
after Resident #4 was tumed, interventions. Any discrepancies will
Interview with CNA #5 on 03/14/11 at 1:06 PM, be immadiately corrected. Arei
revealed she altempted to remove the dirly brief . .
from Resident #4 afier CNA #4 had left the room. Observation resuits will be submitied
GNA #5 stated, the resident iust rolled on over to the Director of Nursing Services |
onto the floor. (DNS) weekly. The DNS will report
findings to the Performan
Interview with Registered Nurse (RN) #1 on i;np;égémegt Comm?t?ée ?g;c -
03/14/11 at 10:49 AM, revealed she found the v - L T
resldent on his/her knass beside the bsd when Membaers include, but not limited to,
she entered the room, With the assistance of two Exacutive Director [ED], DNS, UM,
{2) CNAs, a gait belt and a mechenical lift, the Case Manager [CM], Recreationai
regident was placed beck in the bed without Services Director [RSD], Nutritional
¥ 364 223%5(6}{1)—(2) NUTRITIVE VALUEIAPPEAR F 364 oervices Manager NS,
, - ' Maintenance Directar, Social
85k | PALATABLE/PREFER TEMP Services [SS), Business Office
, ~ Manager [BOM], Registered
lvas and the facility provides o !
iﬁpﬁm r:ym"ms that mg& nutritive Dietician [RD), Staff Development
vaiug, flavor, and sppearance; and food that is Coordinator [SDC]), every month, for
palatable, atiractive, and at the proper three months, and as needed
tempeérature. thereafter as determined by the PIC|
FORM CRMS.250202-59) Pravious Vesions Obssiste Event ID: VRAA11 Faclily 1D: 100074 If continuation shaet Page 2 of 4
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This REQUIREMENT s not met as evidenced

by: .

Bagsd on obsatvation and Interview it was
determined the facllity falled to ensure food was
served at the proper re. Cotfee was
obsaved to be served af one hundred and
twenty-six {126 degrees) Farenhelt, per the
facllity's policy coffee should be served ata
temperature of 158 to 175 degrees Farenhelt.

The findings Include:

Interview with the Nutrition Services Manager on
03714111 at 1:10 PM revealed colfee should have
a point of servics lemperahure of ona hundred
and sixty five (186) degrees Farenheit.

Observation during the lunch meal pass on
03/14/11 4t 4:20 PM revasied the coffee, on the
tost tray was one hundred and twenly-slx (126)
dagreos Farenheit

Interview with the Nutritien Services Manager on
03/14/11 at 1:26 PM revealed the temperature of
tha coffas did not meet policy required
tamperatures.

Obsgervation on 03/14711 at 1:28 PM revealed tha
coffae was one hundred and twanty nine (120)
degraas Faranheit diractly from the thermos used
to transport the ooffee on e drink cant.

Review of the facifity's policy titted "Guidelines for
Hot Bavarages,” not dated, revealed coffee and
other hot beverages should be consumed at ons
hundred and fifty-fiva 1o ope hundred and
seventy-five (1556 to 175) degrees Farenhalf to be

physiologically and psychologically pleasing,

This Plan of Correction is the conter's credible.
aifegation of compiiance.

Proparation andfor execution of this plan of correctioy
dogs not constituts admission ar agreenteit by the
provider of the irth of the facts alleged or conelutions
set forel ant ehie statewent of deficiencies. Tiwe plan of
covroction 1y prepared aid o execnted solely becar
o 18 veqiercd by Hie provisions of fedeiol and stete ).

F364

e

Sysco was contacted immediately to
Inspect coffee machine upon
discovery of low temperatures on
3/14/11, when the coffee was served
from the thermos used to transport
the drink to residents. it was
discovered the coffes was not at
appropriate temperatures when
being brewed and dispensed into the
thermos. Adjustments were made to
coffee machine and coffee
temperatures were appropriate.

The NSM will Inservice all staff
{(4/1511) on appropriate
temperatures when serving hot
beverages such as coffes, food
temperatures and on timeliness of
delivery of meal trays from the
kitchen,

The Nulritional Services Manager
{NSM) will audit all coffes
ternperatures when it is dispensed

FORM CMS-2067(02-29) Pravious Varslons Chaolete

Event 1): VRG411
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This Plan of Correction &5 the center's credibile
* allegation of compliance.

FPreparation and'or exscution of this plan of correctton
dows not constifnte adiission or agreement by the
provider of the truth of the fucis alfeged or conclusion
set furth n the stotetent of defictences. The plap of
eovrechon s prepared-and or exeanted sefoly beconse
o i peameed by i provessons of federal mad state tan

for two weeks and then weekly and
ongoing. The NSM will keep a log of
all temperatures taken. The NSM
will take corrective actions

immediately upon discovery of coffes
temperatures not within acceptable
ranges. 4718711

The NSM will randomly mtemew 3
residents weakly and inquire about
the temperature of hot beverages
and food temperatures.

The NSM will present audit findings
and interview results in the PIC
monthly for thrée months and
thereafter as neaded, as determined
by the PIC.

FORM CMS-2687(02-06) Previous Verstons Obsolate Evenl iD:VROAH . Focllity 1D; 100074 if contiuation sheet Page 4 of 4



